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Captain Herpert A. LICHTENSTEIN (DC), 
AUS, received his D.M.D. at Tufts Dental 
College. In civilian life, Captain Lichten- 
stein was in general practice in which he 
stressed prosthetics. He has previously con- 
tributed to the literature. 


Prep A. Stack, Jr., D.D.S. and E. HoweLi 
SmitH, D.D.S. (University of Pennsylva- 
tia, 1932 and 1913 respectively) last month 
Presented an article here on PACKING 
Acryiic Dentures. In this issue these co- 
Workers discuss the waxing and flasking 
operations for all-acrylic dentures. Next 
Month Doctor Slack will take up the sub- 
ject of attachments and reinforcements for 
acrylic pontics. 


Prep W. Atten, D.M.D. (Harvard Univer- 
sity Dental School) has not appeared in 
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these pages since March, 1934, when he de- 
scribed a FoR Rounp Wire CLasps 
WITH MAXIMUM FLEXURE AND TORSIONAL 
Evasticity. He returns this month with an 
idea for constructing acrylic bridges with a 
view to easy repair. 


LeonarD S. FLetcHer, D.D.S. (University 
of Pittsburgh, 1924) has been publishing 


with us since August, 1933, when he wrote 
an article on IMMEDIATE There 
followed articles on cast impression trays 
(August, 1936); individual metal trays 
(November, 1937); and a technique for 
full denture construction (January, 1939). 
In this issue Doctor Fletcher discusses the 
surgical preparation of the mouth for den- 
tures. 


Emmett Beck ey, D.D.S., is a graduate of 
the Kansas City-Western Dental College of 
the year 1934. Doctor Beckley who special- 
izes in full denture construction was asso- 
ciated for three years with Doctor Ernst 
Busch whose practice is likewise limited to 
full denture construction. For the last two 
years, Doctor Beckley has branched into 
another field of investigation: the allergic 
manifestations of the oral cavity. 
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Acrylic Tooth Restorations 


CAPTAIN H. A. LICHTENSTEIN, DENTAL CORPS, A.U.S., Camp Davis, North Carolina 


DIGEST 
The technique presented here 


for the construction of acrylic 
jacket crowns and bridges em- 
ploys the principles for ceram- 
ic crowns in the preparation 
of the tooth. The presence of 
a correct shoulder to absorb 
and distribute stresses is of ut- 
most importance in anterior 
teeth. The exact steps for the 
preparation are outlined. For 
posterior crowns, if a shoulder 
preparation is feasible, a mo- 
lar crown may be made in ac- 
cordance with the technique 
described. For other cases a 
taper preparation is permissi- 
ble. 

Hard cast thimbles are nec- 
essary in the construction of 
bridgework. 

Color selection, packing, ad- 
justing, curing, removal, pol- 
ishing, and staining are all 
considered. 

The advantages of the tech- 
nique are: (1) Crowns will not 
become loose because of fail- 
ure of cementing; (2) attri- 
tion of cusps has been observ- 
ed only in rare instances in 
which, nevertheless, usefulness 
of the restoration was not af- 
fected; (3) long wear of the 
acrylic crown does not show a 
change in color. 


THE TECHNIQUE presented here for 
the construction of acrylic jacket 


crowns and bridges has been in use: 


for five years. The preparation of the 
tooth follows the principles for ceram- 
ic crowns. 


Preparation of the Tooth 
The presence of a correct shoulder 


Fig. 1—Pliers for the puncturing of copper bands. Illustrated bands show how burs are 
raised on the inside. (This, and all succeeding photographs by The Signal Corps, U. S. 


Army.) 


Fig. 2—A, Wood screws mounted on wax strip for reception of waxed crowns. B, Left, 
Beginning of tin-foiling of carved wax tooth; Right, lingual aspect of foiled wax crown. 
Base shows head of wood screw embedded in working die. 


is of the utmost importance, inasmuch 
as a shoulder absorbs and distributes 
stresses placed squarely upon the 
restoration; whereas in a shoulder- 
less crown, the crown itself must with- 
stand the stresses. This endangers re- 
_tention in acrylic crowns more than 
in ceramic crowns. 
The preparation of an average in- 
cisor need not exceed fifteen minutes. 
The use of a fine jet of hot water elim- 


inates the need for a local anesthetic 


in all but exceptional cases. 
1. Start the cut both mesially and 


distally with a double-sided seven- 
eighths inch Joe Dandy disc. Carry 
the cuts slightly below the gingival 
margin. At the completion of each of 
these two cuts, rotate the disc slightly 
at right angles to the handpiece, in 
order to provide the beginning of a 
shoulder proximo-labially and proxi- 
mo-lingually. This also serves as a 
guide to the amount of enamel to be 
removed. 

2. Remove the incisal edge slightly 
below the dentino-enamel junction 
with a fast-cutting, true-running stone, 
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always with the plentiful use of hot 
water. 

3. Use the same stone to reduce the 
labial and lingual surfaces of the 
tooth. Determine the depth of the 
labial and lingual shoulder by means 
of a small inverted cone stone. With a 
large tapering stone, taper the tooth 
lightly labially and lingually; thus 
the shoulder will be roughed out in a 
minimum of time and with little dis- 
comfort. 

4. Burs, numbers 703, 702, and 
701, will serve to cut a clean shoulder 
all around the tooth. 

When burs are used as cutting in- 
struments, the hot water should be ap- 
plied by continuous use of the spray- 
bottle rather than the syringe. The fine 
spray is emitted under greater pres- 
sure; débris will be readily dislodged 
and blown away. The continuous use 
of the spray will also rid the rotating 
burs of waste. 

5. Trim the completed shoulder 
with a small-bladed flat chisel, and 
smooth the dentine with a coarse 
garnet disc. 

6. An instrument such as is shown 
in Fig. 1 is used to perforate the cop- 
per tubes from the outside inward. 
This procedure raises small burs on 
the inside of the copper band, thus 
causing the impression compound to 
adhere firmly and without distortion 
to the metal. 

7. Pack the die with kryptex model 
cement in preference to alloy. The 
former not only sets faster but seems 
to undergo slight setting shrinkage, 
producing a jacket with frictional re- 
tention. If kryptex is not available, a 
hard-setting stone, such as Justi die- 
mac may be used in a fairly thin mix. 

8. A wax or plaster impression or a 
combination of both is taken. The 
root-end of the die, having first been 
ground to a taper, is inserted with 
pressure. 

9. Lubricate the die with cocobutter 
dissolved in carbon tetrachloride, and 
pour the impression with plaster, not 
with stone. 

10. When the model has been sepa- 
tated, remove the die gently and trim 
the socket margins approximately one 
eighth of an inch or more in order not 
to interfere with the matrix which is 
now made. Use tin foil, 0.0005 mm. 


NOVEMBER, 1943 


Fig. 3—Precision flasks machined (not east) are of distinct value in processing acrylics. 


Fig. 4—When cast flasks are used, insertion of shim between flask wall and investment 
facilitates removal after curing. (Suggested by Major A. Feldman.) 


Fig 5—Note color gradation both on cured jacket and in waste groove. 


thick. Proceed as for a platinum ma- 
trix; provide a tinner’s joint and close 
adaptation. Tin foil will be found to 
tear more easily than platinum; but 
after a little practice, one can produce 
these matrixes quickly enough with- 


out tearing. The matrix is delicate 
and must not be removed from the die 
during this process. Re-insert the 
matrix-covered die into its socket. 
11. Knead some ordinary pink base 
wax between the fingers and force the 
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Fig. 6—Right: Finished molar jacket constructed on well defined shoulder. Left: Natural 
extracted tooth, prepared for jacket. Impression was taken and jacket constructed in 
usual manner, cemented on tooth and then ground flat on wet stone to show even thickness 
of crown. Note cement line and marked undercuts. Jacket is resilient and snaps accurately 
into piace. 


Fig. 7—Left: Continuous gum block in acrylic. Right: Steele’s facing and acrylic facing. 


Fig. 8—Anterior specimen crown designed for pulpless central. Crown is provided with 
beveled or countersunk hole. Wax pattern is made with crown loosely in place. While 
crown is being cemented and cement is still soft, gold core is inserted. 


wax with equal pressure around the 
matrix. This will tend to swadge the 
matrix more closely to the die. Bur- 
nishing the matrix painstakingly in the 
first place should nevertheless be 
done. 

12. Carve the wax block to shape. 


incorporating anatomic details and 
using the adjacent teeth as guides. 
Removal of the waxed crown will 
be fairly easy. 
13. The working die, as contrasted 
with the master die, is made next. 
Press a small brass wood screw into a 


strip of carding wax which is mouri- 
ed in small metal or wood trays taken 
from stock teeth. 

14. Mix a small quantity of plasi«r 
and stone in a 50-50 proportion; {ill 
the wax crown; smear some of thie 
mix upon and around the wood screw, 
and place the crown pattern upon the 
covered screw. Do not omit the 
mounting of the screw upon a base. 

15. On hardening of the mix, re- 
move the assembly from the wax strip 
and trim the hardened core. 

16. Cover the wax model with num- 
ber 60 tin foil. Fold a strip of the foil 
around the mounted wax crown, al- 
lowing the foil to extend slightly be- 
low the margins of the crown. Fold 
lightly over the labial surface, but 
burnish carefully the lingual, incisal, 
and proximal surfaces. Invest the 
structure in the lower half of a minia- 
ture flask, placing the mounted crown 
lingual side downward with the in- 
cisal edge up at an angle of approxi- 
mately 40 degrees. 

17. When the plaster investment 
has set, trim the surface until it is 
smooth, carefully scraping away the 
plaster from the edges of the tin-foiled 
crown, so that no frail overhanging 
edges result on removal of the wax. 

18. Open the tin foil, which has 
been folded lightly over the labial 
surface of the tooth, and flatten down 
on the surrounding plaster. Coat the 
entire surface lightly with cocobutter; 
place the top half of the flask and 
make the counter-cast. 

19. When the investment has thor- 
oughly set, place in a tea strainer or 
similar utensil, and immerse in boil- 
ing water for 3 seconds. The flask may 
then be opened with ease. Do not 
permit the flask to remain in the boil- 
ing water longer, because the wax will 
melt and the mold become discolored. 

20. Flush the wax with a punctured 
ladle until all traces have been re- 
moved. A flushing with ether, chloro- 
form, or acetone will remove any wax 
remnants which may have escaped de- 
tection. This final flushing also cools 
the mold sufficiently for packing. 

21. Cut a waste groove around the 
pattern mold approximately one- 
fourth inch from the latter and about 
one-eighth inch deep (Figs. 4 and 5). 

22. Color Selection and Packing: 
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I have found that the following 
shades, which correspond to the new 
S.S. White silicate shade guide, pro- 
vide a sufficient range, in varying 
combinations, for all practical pur- 
poses. They are: 15, 16, 17, 18, 22. 

Color Selection—Color selection is 
accomplished as follows: Place a 
small calling card over the patient’s 
anteriors in such a manner that only 
the gingival third of the tooth is ex- 
posed. Compare with a cured sample 
of the various dentine shades. 

Again cover the tooth, this time ex- 
posing only the incisal edge. Again 
note the color. Make a record of the 
color combinations. 

Packing—Place a small piece of the 
mixed dentine shade on the mold and 
press down with a moistened finger 
tip. Add a sufficient quantity of the 
dough to provide a surplus; cover 
with moistened hydrophilic cello- 
phane, and place in a press. Close 
gently and gradually until the flask is 


completely closed. 


23. Trimming—On complete clo- 
sure of the flask, immerse in boiling 
water for 1 or 2 minutes. Remove, 
open the press and separate the flask 
halves. Trim a small amount of the 
toughened acrylic from the incisal 
edge and some of the upper labial 
third of the tooth. Do not cut away 
from the gingival third. Remove the 
surplus acrylic, but only from the in- 
cisal edge outward to the flask edge. 
The purpose of this step is to allow 
the enamel shade surplus to escape 
into the incisal part of the surplus 
groove, rather than be impressed in- 
to the dentine body. A sharp, small, 
stainless steel blade, which may be 
heated in a clean burning flame, is 
used for trimming. Cuticle forceps, as 
used by manicurists, serve particular- 
ly well for the cutting of axial grooves. 
The amount of trimming is determined 
by the amount of bluish grey color de- 
sired. Experience alone will teach the 
proper amount to be removed. 

24. Curing—After the enamel mix 
has been added, cover with a fresh, 
moistened piece of cellophane; close 
the flask in the press completely, and 
cure by placing in a pan of cold wa- 
ter, allowing the mix to come to a 
boil; keep boiling for 30 minutes. 

25. Removal—tThe case is slowly 
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Fig. 9—Left: Waxed molar inlay and bicuspid three-quarter crown connected with parallel 
bars, to be cast in hard gold. Provides retention for acrylic block between abutments. 
Right: Bicuspid and molar inlay tacked together with gold solder on occlusal contact 
ridge, supporting acrylic cantilever, cured upon large cast loop. Shape of molar is modified 
posteriorly for stress reduction. Valuable to balance against upper partial opposing denture. 


Fig. 10—Left: Plaster model with removable stone dies. Right: This is a different model 
showing shoulder preparation for cuspid. Note reinforcement bead over mesial, incisal, and — 


distal surfaces. Molar has taper preparation and wax pattern shows reinforcement of 
crown. Abutments are connected by twisted wax bar. 


Fig. 11—Left: Pattern cast in saddle and bar gold in one piece. Note reinforcement ribs 
on crown, carved shoulder, and twisted bar. Right: Finished bridge. Only small amount of 
gold is visible gingivally. This will be hidden by soft tissue. 


cooled, and the tooth is removed and 
freed from adhering plaster. Grasp 


the tooth firmly with a towel and for- 


cibly remove the screw with a pair of 
strong, serrated pliers. This will break 
the core for easier removal. 
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Fig. 12—Left: Finished anterior bridge. Right: Cast skeleton of saddle and bar gold in 
one piece. Note that thimbles do not reach to shoulder. This is because the crown tapers 
gingivally and may show thimble shadow despite masking compound. 


Fig. 13—This illustration is not intended to show the strength of acrylic because the 
same test will be endured by a ceramic jacket. The illustration shows the cement bond 
which has not given way after this crown withstood the test many times during clinical 


ew reggae Tip of spike was prepared in the manner of. the tooth and provided with a 
vulder. 


26. Final Trimming—Scrape all tin 
foil from the outside and the inside of 
the crown and clean repeatedly with a 
cold water spray. Remove the flask 
with stones and place the crown on 
the master die. Here the final trim. 
ming is performed with stones, discs, 
and Burlew discs. Axial grooves may 
be deepened with a round bur and 
horizontal grooves commonly found 
on the gingival third may be accen- 
tuated with a small knife-edged stone. 

27. Polishing—Polish on the mas- 
ter die with a bristle brush and fine 
pumice, followed by a rag wheel and 
pumice and a rag wheel with moisten- 
ed whiting or tin oxide. 

28. Staining—Whenever staining 
of acrylic crowns is desired, the wax- 
ed crown is carved more deeply on 
such areas as are to receive stains. 
The crown is pressed as usual, but 
opened again after the second press- 
ing. The areas that have been 
carved more deeply into the wax are 
reproduced in high relief on the 
counter-cast. Remove this high relief 
with a small scraper; add stains and 
close again with cellophane. One may 
use either acrylic stains, obtainable 
on the market, or mix porcelain min- 
eral stains with a little acrylic powder 
15 (white) and a drop of monomer. 


Posterior Crowns 


If a shoulder preparation is feasi- 
ble, a molar crown may be made with 
assurance of satisfactory results when 
the technique outlined is followed. 
For other cases a taper preparation is 
permissible: 

1. Be certain to remove all under- 
cuts and remove a generous amount 
on all surfaces. 

2. Obtain a copper tube impression 
and a wax bite, taken with a “dicah” 
impression tray. 

3. Make a stone model of the op- 
posing teeth first. Provide a keyed 
extending surface. 

4, On thorough hardening of this 
model, insert the die into its place. 

5. Place the hole of a toothbrush 
handle over the stump and drive home 
with a moderately strong hammer 
blow. This will seat the die, overcom- 
ing the contraction of the wax, when 
the latter hardens. This procedure 
will do away with the tendency of the 
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crown to appear raised and will con- 
sequently obviate the need for further 
trimming of the carved and polished 
crown. 

6. Lubricate the keyed extension 
and complete the model. 

7. Use plaster. 

8. When separated, remove and 
clean the die. Also trim the socket 
down as described previously. 

9. Wax on the lubricated master 
die a wax thimble, using 30 gauge 
casting wax. The occlusal surface may 
be left open. 

10. Thicken the gingival edge with 
blue casting wax and carve a shoulder 
seat into this thickened margin. 

11. Featheredge and cast to dimen- 
sion. The casting may be rough, ex- 
cept for the featheredge, which is to 
be polished. 


Bridgework 


Hard cast thimbles should always 
be used in the construction of bridge- 
work. Because of the resiliency 6f the 
acrylic jacket, if carefully processed, 
stresses and torques will sooner or 
later destroy the cement bond of the 
abutments, unless a rigid skeleton is 
used. Thimbles must be reinforced to 
resist twisting and stresses. Thimbles 
must be connected with reinforcing 
bars. These bars are made for pos- 
teriors by twisting a strip of pink base 
wax in the form of a screw and luting 
the ends to the abutments high 
enough to allow for later interstitial 
spaces and low enough to cover the 
bar with acrylic material (Fig. 11). 

For anterior bridges, employ thim- 
bles, resting on the prepared tooth 
shoulder (Fig. 12). 


Fig. 14—Left: Master pattern was oiled; inserted in soft stone; then, on hardening was 
withdrawn. Master pattern may be freely inserted and removed. Right: Master pattern 
was tin-foiled, flasked, removed; tin foil'was left in flask. Pack with acrylic under pressure, 
cure, and peel off the tin foil. 


Fig. 15—Acrylic reproduction will not enter hole. Demonstrates that plaster in flask was 
compressed under applied pressure. Resulting acrylic pattern was consequently enlarged. 
Restorations may be carved to dimension and need not be oversized, contrary to advice of 
some manufacturers. Master model at right. 


Fig. 16—Patient with six anterior crowns in place. Right: Cast shows marked hypoplastic enamel and caries. 
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On anterior bridges the gold skele- 
ton should be covered labially with 
masking compounds. They may be 
purchased on the market; or, titanium 
dioxide may be mixed with monomer 
and a little polymer and applied to the 
skeleton after investing and flushing 
have been accomplished. 

Bridge pontics are carved between 


the waxed and carved abutments, pre- 
vious to which the areas to be sad- 
dled must be slightly scraped to pro- 
vide for the polishing of the saddle 
areas. 

Be certain to free the interstitial 
space, in order not to impinge upon 
the tissue of the abutment teeth, mesi- 
ally and distally respectively. 


Reinforced Anteriors 

In my opinion, the use of g:ld 
thimbles underlying the acrylic str 
ture of single anteriors should be c:\n- 
fined to badly destroyed stumps. % he 
acrylic jacket, if carefully processed, 
will not “pop off.” 


Station Hospital, Camp Davis. 


Sudden Death and Anesthesia— 
Fundamentals of Anesthesia 


[From Queries and Minor Notes, J. A. M. A. 122:1215 (August 21) 1943.] 


“A white woman, aged 21, whose weight 
was 110 pounds (50 Kg.), requested a ton- 
sillectomy. Her past history was negative 
except that she had always been nervous. 
Preoperatively, her heart, lungs, blood pres- 
sure and urinalysis were normal. The pa- 
tient was given morphine sulfate 4% grain 
(0.008 Gm.) and atropine sulfate 1/200 
grain (0.00032 Gm.) one-half hour before 
operation. Induction of anesthesia was be- 
gun with approximately 50 drops of chloro- 
form and was continued with ether. No fur- 
ther chloroform was used. The operation 
was slightly prolonged. The anesthesia was 
rather light, the pupils being moderately 
constricted and there being some motion of 
the eyeballs most of the time. In fact, I 
found it difficult to maintain sufficient depth 
with ether vapor administered through an 
ether tube attached to a suction machine 
and had to supplement this, because of 
movement of the patient’s limbs, with drop 
ether on three different occasions. Ether 
was omitted entirely during the last fifteen 
minutes because of faulty respirations and 
pallor. The pupils did not dilate. During the 
last fifteen minutes of the operation the pa- 
tient stopped breathing momentarily and 
respirations were easily started by the sim- 
ple procedure of pressure on the sternum. 
Immediately on removal of the mouth gag 
and completion of the operation, the respira- 
tions were Cheyne-Strokes in type. They 
persisted thus until death by respiratory fail- 
ure one and one-quarter hours after comple- 
tion of the operation. The pupils were dilat- 
ed between 2.5 and 3 mm. They dilated 
widely with the apneic phase and contracted 
with the hyperpneic phase. The heart action 
was good until the last. Nikethamide, caf- 
feine and epinephrine were given with tem- 
porary benefit but without interrupting the 
periodic character of the respirations. Is it 
likely that I am right in assuming that death 
was due to morphine idiosyncrasy? Could 
death, under similar curcumstances, be 
caused by acapnia resulting from partial 
and intermittent anesthesia and holding the 
breath during induction? Could the chloro- 
form have influenced the result? In this case 
would atropine, in the dose given, decrease 
or augment the respiratory depression? 
Can any reliance be placed on pupil signs 
with the use of morphine and atropine or 
either drug alone? Should morphine be con- 
demned as preoperative medication? I do 
not consider this an ether death because the 
respirations did not stop but became peri- 


odic, the patient lived one and one-quarter 
hours after stoppage of ether, and the nar- 
cosis, instead of becoming lighter with elim- 
ination of the ether, became deeper and 
more profound. Does .the literature record 
many deaths during ether induction from 
acapnia? Can ether. narcosis produce 
Cheyne-Stokes respirations? Have any sim- 
ilar accidents been recorded? Is it likely 
that the use of carbon dioxide-oxygen mix- 
ture (not available at the time) would have 
made any difference in the outcome? Is lobe- 
line a more powerful respiratory stimulant 
than nikethamide? Sollmann states in his 
textbook of pharmacology that it is dan- 
gerous to give an anesthetic to a crying 
child because of the possibility of producing 
acapnia. Has clinical experience borne this 
out? Is it advisable to give preoperative 
medication before tonsillectomy to infants 
and small children? Which is the safest 
sedative for preoperative use, morphine or 
one of the barbiturates? Is carbon dioxide 
administration effective in overcoming 
acapnia? 

“ANSWER.—Explanation of the sudden 
death of a healthy person is not always pos- 
sible. The excitement attendant on such an 
occurrence often prevents accurate record- 
ing of events and their sequence. The fact 
that thorough postmortem examinations has 
failed on many occasions to furnish proof of 
the cause of death is well recognized. Be- 
fore attempting to answer the fourteen ques- 
tions included in this communication, it may 
be profitable to offer some general comment 
on anesthetic problems. 

“Incidental interference with the normal 
physiologic functions accompanying the 
state of anesthesia are the usual causes of 
morbidity and mortality rather than specific 
effects of particular drugs. In other words, 
failure adequately to protect the functions 
of respiration and circulation during anes- 
thetic depression is of vastly greater impor- 
tance than is the choice of the drugs used or 
the doses administered. In this case no men- 
tion is made as to whether the anesthetist 
was able to maintain completely free and 
unobstructed breathing throughout the op- 
eration. Not infrequently, respiratory ob- 


struction is present during a tonsillectomy. 


under general anesthesia unless an artificial 
airway is placed in the trachea. Even with 
minimal bleeding during such an operation, 
blood and mucus may pass through the 
trachea into the lungs and interfere serious- 
ly with the exchange of oxygen and carbon 


dioxide between alveoli and the blood. On 
the basis of the information given, the most 
likely explanation of this accident would 
seem to be respiratory obstruction. In some 
patients the anatomic relation of the struc- 
tures of the pharynx when the mouth is held 
wide open results in partial obstruction of 
the larynx. Inadequate depression of the re- 
flexes in the throat may result in partial ad- 
duction of the vocal cords, thus contributing 
a considerable degree of obstruction to 
breathing. Clotted blood or pharyngeal se- 
cretion in the air passages in the lungs may 
prevent either partly or completely the ex- 
change of atmosphere in a lobule, a lobe or 
even a whole lung beyond the obstruction. 
Any of these accidents may be superimposed 
on what would otherwise be an insignificant 
depression of respiratory exchange due to 
the central action of sedative drugs or of 
general anesthetic agents. Granted that such 
partial respiratory obstruction did persist 
during this operation, the cells of the cen- 
ters governing respiration would suffer from 
lack of oxygen and from acidosis caused by 
accumulated carbon dioxide. The physio- 
logic mechanism for the maintenance of 
normal breathing is dependent on these two 
factors, the tension of oxygen and of carbon 
dioxide. The possibility of such disturbances 
resulting in serious harm or even in death is 
appreciated by the experienced anesthetist. 

“1. The effective dose of morphine varies 
with individuals. Rarely is an eighth of a 
grain found to cause alarming symptoms 
even in a 5 year old child. 

“2. Acapnia or depletion of carbon diox- 
ide can cause death only through the fail- 
ure of breathing. Artificial respiration is 
the remedy. The opposite condition, some- 
times called hypercapnia, is much more 
likely during general anesthesia. 

“3. Death during the administration of 
chloroform is possible but not under the 
circumstances described. 

“4, Atropine in usual doses is not a likely 
cause of respiratory depression. It increases 
the rate of breathing and decreases the 
depth. It tends slightly to decrease the 
respiratory depression from morphine for 
this reason. 

“5. Whether morphine is used to advan- 
tage before inhalation anesthesia depends 
on the time interval, on the dosage and on 
recognition by the anesthetist of its phar- 
macologic effects. It may accomplish tran- 
quillity and allay fear. It carries the patient 

(Continued on page 514) 
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Waxing and Flasking of 


All-Acrylic Dentures 


FRED A. SLACK, JR., D.D.S. and E. HOWELL SMITH, D.D.S., Philadelphia 


DIGEST 

1. A fully polymerized plastic 
tooth plus a polymerizing den- 
ture base plus heat and pressure 
give a homogeneous methacryl- 
ate structure. 

2. Plastic teeth plus good 
processing will result in a good 
all-plastic denture. 

3. No flaming or wax solvents 
should be used in wax-ups. Polish 
before processing ground teeth. 

4. A hard model plus a strong 
investment plus a stone index 
plus a strong investment will in- 
sure a dense case without raised 
bites or irregular teeth. 

5. A wax-free model plus a 
wax-free index without the use of 
solvents will give a clean sepa- 
ration. 

6. A slow, wet rag wheel with 
pumice plus a slow, dry rag wheel 
will require a minimum finish- 
ing time. 


WHEN ACRYLIC teeth are processed 
in acrylic dentures, some minor 
changes in technique are necessary. 
Here we have one completely poly- 
merized object in the form of a tooth 
being made a part of a homogeneous 
structure with another object in the 
form of the denture base in a state of 
polymerization. This involves com- 
plication of stress and strain relation- 
ship. It may be compared to the 
irresistible force against the immov- 
able body. In this case the immovable 
acrylic tooth is acted upon by the 
irresistible force of polymerization 
contraction. As in all such cases a 
compromise is effected and in this in- 
stance, the compromise is small 
enough to be compensated for and 
tolerated by mouth tissue. In porce- 
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lain teeth a compromise is effected by 
the occasional checking of the tooth 
and a strain of the surrounding acryl- 
ic denture material. 

Acrylic teeth are pressed from pig- 
mented powder. The temperatures 
and pressures involved are sufficient 
to give a stable end-result so far as 
all physical change is concerned. As 
in the manufacture of porcelain teeth, 
however, inspection does not always 
reveal certain flaws, which are bound 
to be present in any mass production 
of molded objects. Processing pre- 
cautions can minimize any existing 
but invisible flaws in the teeth. Acry]l- 
ic processing against a defective por- 
celain tooth may result in checking 
or actual fracture. Processing against 
a defective acrylic tooth will often re- 
sult in the complete elimination of 
the defect. 

Contraindicated procedures of proc- 
essing may even check otherwise 
good porcelain teeth and likewise may 
result in weakening an acrylic tooth. 


Waxing 


The first step in the making of a 
fine denture is waxing. It is possible 
by careful waxing to keep the wax 
from the exposed surfaces of the 
acrylic teeth. If wax should accident- 
ally get on the teeth, it is a simple 
matter to remove before investing. 
With the use of a black bristle brush 
wheel on a slow revolving lathe, the 
wax comes off the teeth readily. If 
wax is allowed to remain, the invest- 
ment then engages little channels of 
wax on the teeth, which are later fill- 
ed with denture material. The den- 
ture material molecularly joins with 
the tooth and must be removed with a 
bur or stone, necessitating subsequent 
polishing of the acrylic tooth. The 
waxed gingival margins should be 
sharp and distinct, and overempha- 
sized rather than underemphasized. 


All wax should be polished smooth 


with an ordinary toothbrush or with 
a finger and turkish towel. Frequently 
a case is deflasked and buffing is all 
that is required for complete finish- 
ing. This is due to a smooth, polished 


wax-up. 


Wax Precautions 

Under no circumstances should a 
wax solvent be applied for the pur- 
pose of smoothing a wax or for any 
other reason; likewise, no flame 
should be applied to the wax which 
can possibly come into contact with 
or cause a heating of the acrylic 
teeth. Should it be necessary to grind 
the acrylic teeth to occlusion, these 
surfaces should be buffed smooth be- 
fore processing. This is similar to 
the glazing of the porcelain tooth af- 
ter it has been ground, although in 
the present instance the buffing of an 
acrylic tooth presents no problem; 


whereas in porcelain, the involved 


procedures made neglect a routine 
practice. 


Flasking the First Half 

The waxed denture is complete in 
its carved state and is to be invested 
in the first half of the flask. Only rou- 
tine procedure is involved here, al- 
though it is recommended that a 
strong plaster, or one that is rein- 
forced with one in three of stone, be 
used for this purpose. Contrary to 
common belief, ordinary flasking 
gypsum plaster has not the compres- 
sion strength to withstand the pres- 
sures involved in processing and poly- 
merization. It is this actual give or 
displacement of soft plaster which has 
resulted in many raised bites and ap- 


parently warped cases. 


Flasking the Second Half 

When the first half has sufficiently 
hardened, a good strong index of 
stone is painted over the acrylic teeth 
and also over the wax. This should be 
approximately three eighth of an 
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inch thick. This will prevent all move- 
ment of teeth, displacement of ma- 
terial resulting in a raised bite, and 
also will give a hard surface against 
which to process. After the index is 
stiff enough so as not to be displaced, 
the second half of the flask is placed, 
and a hard plaster is poured around 
the index. This plaster may also be 
fortified with a portion of stone. 
The lid is placed on the flask and 
it is placed in a press with only fin- 
ger pressure applied to the handle. 
This pressure is important from the 
standpoint of having the metal parts 
of the assembled flask in contact, not 
relying on the contact of the invest- 
ments to take the entire compression 
load. This procedure will also de- 
crease the number of checked porce- 


lain teeth. 


Boiling Out the Wax 


When the two halves of the flasked 
investment are completely hard, they 
may be placed in boiling water for 
approximately 3 minutes. It may 
be pointed out that setting of the in- 
vestments does not necessarily mean 
a hardening of the investments. Re- 
move the flask from the boiling water 
at the end of 3 minutes and care- 
fully open the two halves. The wax at 
this stage should be soft, not liquid. 
In this softened state, the wax may 
then be peeled from the investment 
and the teeth; a clean surface will be 
had. Flushing with boiling water is 
indicated to remove remaining par- 
ticles of wax which may have clung 
to irregular surfaces. This procedure 
serves a twofold purpose: (1) It 
keeps the boiling water free of excess 
wax; (2) it prevents molten wax from 
being impregnated in the investment 
surfaces. 

It is emphasized that no wax sol- 
vents, such as acetone, chloroform, 


carbon tetrachloride, or other sol- 
vents, should be added at this time, 
as they are contraindicated from the 
standpoint of contact with acrylic 
teeth and are deleterious to future 
processing. If some of the wax should 
remain and flushing does not remove 
it, Borax and soap added to the water 
will accomplish the desired result. 
This, combined with the brushing ac- 
tion of a large paint brush against 
the clinging wax, will remedy the 
situation. | 

When the wax has been entirely 
removed, the flask is allowed to cool 
sufficiently for the succeeding pro- 
cedures. 


Use of Foil Substitutes 


At the present time, it is necessary 
to conserve all tin foil possible, but 
foil substitutes are available. Some 
of these substitutes will make a return 
to foil unlikely. One substitute in par- 
ticular has the peculiar property of 
forming a film only on investment 
surfaces, thus obviating the risk of a 
separation between teeth and denture 
material, bar and denture material, 
or repaired surfaces of acrylic. The 
separator is applied to the investment 
surface after wax elimination, and 
after all steaming of the flask has 
been finished. It is applied with a 
good size brush to the hot investment 
surfaces in excess, and after 20 or 30 
seconds the excess is shaken out; the 
flask is then tilted so that it will drain 
dry, and the film is allowed to form, 
which occurs in about 5 minutes. 

On the model side, foil is recom- 
mended, although cellophane or sepa- 
rator may be used there also after 
total familiarity with the product is 
attained. Foiling of the model is no 
problem and it is felt that this pro- 
cedure is best. If, however, it is de- 
sired to use a film on the model side, 


the separator should be applied :) 
the hot model after test-packing hs 
been completed. 


Packing, Processing, Finishing 


There is no departure from routiie 
in packing and processing an ail- 
acrylic denture. Any good acrylic 
technique will suffice, although it is 
recommended that a slow build-up of 
temperature be followed and that a 
grade of denture material be used 
which is certified by complying with 
American Dental Association speci- 
fications: 


158° F. for 1 hour: Boil % hour; 
bench cool. 

180° F. for 3 hours: or bench cool. 
From 100° F. to 212° F. for 1 hour: 
Boil % hour; bench cool. 


After processing has been com- 
pleted and the case has cooled and 
been opened, little should be neces- 
sary for completion. All flash should 
be removed. The periphery should be 
trimmed to the muscle attachments 
and any necessary carving stoned in 
with a good, coarse, carborundum 
wheel revolving slowly. Any index 
remaining around the gingival of the 
teeth should be removed with a sharp- 
pointed instrument. Small stones or 
burs may be used to finish the gingi- 
val region. There should be no pink 
denture material on the teeth. After 
cleaning has been accomplished, pol- 
ish by using slow, wet rag wheels and 
pumice, and buff by using a slow, dry 
rag wheel. Smaller, similar wheels 
used on the mandrel may be neces- 
sary in deep gingival areas. By plac- 
ing the thumbnails or fingernails over 
the teeth, it is possible to protect 
them from the rag wheels. A slow, 
wet rag wheel with pumice plus a 
slow, dry rag wheel will require a 
minimum of finishing time. 


32nd and Spring Garden Streets. 
40th and Spruce Streets. 


Unsolicited Manuscripts Are Welcome 


“When you have made an observation of value or reached a conclusion concerning 
the unusual, publish it. Avoid carrying unpublished knowledge to the grave!”— 


Sir William Osler. 
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Constructing Acrylic Bridges for Easy Repair 


DIGEST 


An idea is suggested whereby 
acrylic bridges may be construct- 
ed in such a manner as to sim- 
plify repair. Individual metal 
bases are made for the acrylic 
pontics. 


THE WARNING has been made never 
to use acrylic for the occlusal surface 
of pontics in bridges; nevertheless, 
for esthetic reasons, acrylic has its 
place as well as porcelain. The cau- 
tion that consideration should be 
given to repair and maintenance 
in the construction of bridges is like- 
wise familiar. 


Technique 


The following idea of individual 
bases for acrylic pontics is adapted 
from a technique used in anterior 
porcelain bridges: 

1. The area on the model between 
abutments is covered with 20 gauge 
wax, and a layer of thin tin foil is 
placed over that. This thickness of 
wax is sufficient when a saddle pontic 
is used; but more space must be pro- 
vided for a convex pointed pontic. 


2. Any tapered instrument, such 


as a ball straight burnisher, suff- 
ciently small. may be used as a man- 
drel for molding the bases, for any 
of the ten anterior teeth; a large size 
is necessary for molars. 

3. After the size of the base desired 
has been determined, the mandrel is 
lubricated and a piece of 30 gauge 
wax, about half an inch wide, is wrap- 
ped around it once at that point; the 
surplus is cut off and the edges are 


joined to form a tube. Slip the tube 


FRED W. ALLEN, D.M.D., Boston 


Fig. 1—Ball burnisher used as mandrel upo 


n which 


rm the base for 


wax is molded to fo 


a casting. Casting so formed acts as individual metal base for an acrylic pontic. 


off and on the mandrel a couple of 
times to be sure that it does not stick. 

4. A piece of 20 gauge wax is cut 
twice as wide as thick, wound around 
the base of the tube, and attached 
with a warmed wax instrument. 

5. The tube is slipped from the 
mandrel and the base carved labio- 
lingually to fit the curve of the saddle 


area: the tubes are slightly pinched — 


to make them oval for bicuspids. 

6. If two or more pontics are to be 
supplied, tubes for each pontic are 
made in the same manner, fitted to 
the model, and stuck together. 

7. The excess length of the tubes, 
left on: until now for easy handling, 
is cut off to proper occlusal height. 
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Fig. 2—Individual metal bases upon which acrylic puntics are constructed. 


8. The tubes are invested and cast 
with suitable gold, but no finishing 
is done except to cut off the sprue. 

9. The casting is returned to the 


model, attached to the abutments. — 


removed. invested, and soldered. 

10. From this point on the regu- 
lar laboratory procedure of waxing 
and processing the acrvlic is fol- 
lowed. The end-result is an individual 
metal base for each pontic. which re- 
sists strain from every direction. but 
which. if fractured. may be trimmed 
to the form of a jacket base; a new 
acrylic jacket may be made without 
removing the bridge. 


520 Beacon Street. 


IN WARTIME, magazine mail is delayed because the postal service is overburdened. We mail THE Denta Dicest each 
month on its scheduled mailing date—the fifteenth of the month of issue. But it is impossible to control the date of 
delivery to readers. Please be patient if your DenTat Dicest is late. , 
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Surgical Preparation of the Mouth — 


for Dentures 


LEONARD S. FLETCHER, D.D.S., Castle Shannon, Pennsylvania 


DIGEST 
In the surgical preparation of the 
mouth for the insertion of den- 
tures, the use of the radio knife 
is preferred to the scalpel. 

This article deals principally 
with (1) the elimination of high 
and low muscle attachments; (2) 
the elimination of the labial or 
lingual frenum; (3) the reduc- 
tion of irregular tuberosities; 
(4) the removal of soft flabby 
ridges. 

Technical Summary: 

1. A strip of iodoform gauze 
dipped in compound tincture of 
benzoin can be used for hyper- 
sensitive patients. This is placed 
in the denture over the crest of 
the ridge. 

2. For the average case, ben- 
zocaine paste smeared on the in- 
ner surface of the denture, which 
covers the incised tissue, will 
eliminate most pain. 

3. Foille emulsion seems to 
stimulate granulation and at the 
same time prevents excessive 
granulation; it facilitates epithe- 
lization and keeps scar tissue 
soft. Foille is also a good sedative 
dressing. It is my choice among 
anodynes and germicides. 

4. Cutting or coagulating 
should not be done through the 
periosteum at any time except 
when the process directly under- 
neath the incision is to be re- 
moved. 

5. Pressure must be kept over 
the crest of the ridge where the 
flabby hypertrophied tissue was 
removed. 


6. When there has been con- 
tinued irritation under a lower 
denture, owing to sharp spicules 
of bone on the crest of the man- 
dible, the periosteum is usually 
completely detached. 


IF AN EDENTULOUS patient requires 
surgery before the insertion of den- 
tures, photographs should be made of 
the case before and after operating. 

It is preferable that surgery be 
done with the radio knife. Its ad- 
vantages over scalpel are: (1) 
Destruction of the diseased area is 
accomplished in situ; (2) there is 
less manipulation of tissue; (3) 
complete sterilization is assured; (4) 
a bloodless operating area is had; 
(5) time is saved in wiping or as- 
pirating; (6) rapid healing, little 
pain, soft scar healing result; (7) 
greater operating speed is possible; 
(8) there is less excessive granula- 


tion of tissue, which is especially ad- 
vantageous when removing hyper- 
trophied tissue from flabby ridges. 


Technique 


1. A local anesthetic is used in all 
cases by injecting the solution about 
one-fourth inch above the incision 
on the buccal and labial of the ridge, 
the anterior palatine foramen, and 
midway between the apex of the bi- 
cuspid roots and the crest of the 
ridge on the lingual side of the ridge. 

2. Removal of Flabby Tissue— 
The incision is made with the elec- 
trode (Fig. 1, A), 2 mm. away from 
the crest of the bone. Cutting is done 
from the labial and buccal through to 
the lingual. While the tissue is being 
severed, grasp the loose end with a 
hemostat, holding it away from where 
it is being removed (Fig. 2). The 
electrode is moved against the tissue 
just as a seamstress draws a knife 

(Continued on page 491) 


Fig. 1—A, Electrode used for incision; B, electrode used for incision, excision, or division 
of tissues; C, loop electrode used for planing rough edges of tissue; D, ball electrode used 
to stop bleeding by coagulation; E, electrode used for making incision for elimination of 
muscle attachments and frenum and raising or lowering muco-labial and muco-buccal folds. 
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point of removal. 


Figs. 4 through 8—Case of a patient, aged 48, who had worn 
dentures for seven years. 


Fig. 6—Four sutures inserted. 


Fig. 8—Same case, four weeks later; tissue healed. 
Figs. 9 and 10—Lower jaw. Elimination of muscle attachments 
and lowering the muco-labial and muco-buccal fold to increase 
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Fig. 2—Demonstration on model of how loose end of Fig. 3—Base of flabby ridge immediately after its removal. Seldom 
tissue is grasped with hemostat and held away from is suturing required. 


Fig. 4—Appearance of flabby ridge prior to operation. 
Fig. 5—Amount of tissue removed. 


caine paste over the anterior portion of the denture to eliminate dis- 
Fig. 7—Old denture re-rimmed with compound and benzo- comfort and to aid in healing. 


stability and retention of the lower denture. Fig. 9: Before in- 
cision. 
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Fig. 10: After incision. Fig.. 11—A, Improvement of height of muco-buccal fold by incision. 
B, Low tissue attachment before incision. 


Fig. 12--Method of suturing after reduction of en- Fig. 13--Incision through muco-buccal and muco-labial fold from tuberosity 


tire crest and buccal and labial alveolar process; to tuberosity. 
s or, after reduction of either crest or process. 


Fig. 16 Fig. 17. 
Figs. 14. 15. 16 and 17—Operations or incisions are buccal. and lingual tissues are continuous. These cases. however, are 
contraindicated as there is nothing with which to make _ by no means hopeless; patients can wear full dentures remarkably well. 
an improvement. In these and similar cases the labial, 
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across the stitches when ripping a 
seam in a piece of cloth. 

3. After the bulk of the flabby 
ridge has been removed, the remain- 
ing rough edges of the tissue are 
planed off smoothly with the loop elec- 
trode (Fig. 1, C). Inasmuch as the 
ends of the vessels are coagulated as 
they are severed, hemorrhage is con- 
trolled and infection is minimized. 
Should bleeding develop, it can be 
stopped immediately by coagulation 
with the ball electrode (Fig. 1, D). 

4. The old denture is re-rimmed 
with white compound. The excess is 
removed and the compound is sealed 
to the denture with denturlyne. The 
part of the denture covering the 
severed area is coated with benzo- 
caine paste or foille emulsion and 


inserted. This rebased denture is 


worn comfortably while the tissue 


is healing and the new dentures are. 


being made. 
5. The lower ridge is treated in 
the same manner as the upper ridge. 
6. Elimination of Muscle Attach- 
ments and Frenum; Raising or Low- 


ering Muco-Labial and Muco-Buccal 


Folds—F or these incisions the anes- 
thetic is placed in the height of the 
folds toward the alveolar process. 
Electrode E, shown in Fig. 1, is used 
for making the incision by holding 
and moving the blade parallel with 
the labial and buccal alveolar plate. 
This electrode is heavier than the 
others and consequently requires 
more current. The blade is 2.5 mm. 
wide, so that it will come in contact 


with more tissue and thereby coagu- 
late all the vessels as they are being 
severed. There will be almost no hem- 
orrhage when cutting this loose tis- 
sue. 

7. When the fold is raised or low- 
ered and the patient does not have 
a denture, it is advisable to re-rim 
a shellac or acrylic baseplate and in- 
sert it immediately. This will abso- 
lutely prevent any reunion of the 
severed tissue. These incisions need 
not be made until just prior to the 
insertion of the dentures. 

After the tissue has healed, about 
one-fourth the dentures will require 
re-rimming within three or four 
months. The others will be comfort- 
able for an indefinite period. 

Poplar Street. 


We Can’t Pay You, But— 


No DENTAL author can ever be paid 
for a valuable technical or scientific 
article. The value of such material is 
above a monetary basis. In the prep- 
aration of a technical article, how- 
ever, an author often expends money 
for drawings, photographs, models, 
or graphs. We would like to help de- 
fray some of these expenses. 

Until further notice, THE DENTAL 
Dicest will allow $25.00 toward the 
cost of illustrations provided by the 
author of every article accepted. 


Before the year is out about 20,000 
of our dental colleagues will be in 
military service. Few of them will 
have the time, the facilities, or the op- 
portunities to develop new techniques 
or to write for the dental literature. 
They will be eager, however, to read 
of the new developments in dental 
science and art. 

Writing articles for publication in 
technical journals can be a contribu- 
tion to the war effort, because that is 
how to help our dental officers in the 


Army and Navy keep abreast of tech- 
nical advancements, and it is one way 
to improve the skill and services of 
civilian dentists on the home front. 

If you have a constructive idea, an 
innovation, a new result of tried and 
proved experiment, put it down in 
writing, illustrate it, and send the 
material to: The Editor of THE DeEn- 
TAL Dicest, 708 Church Street, 


Evanston, Illinois. 


We hope that you will accept this 


invitation! 


Prognosis After Coronary Occlusion with Pulpless Teeth 


[From Queries and Minor Notes, J.A.M.A. 122:1216 (August 21) 1943.] 


“A man, aged 40, had a nearly fatal an- 
terior coronary occlusion in December. 
Since that time, he has been making as 
much recovery as we think could be expect- 
ed and with the exception of occasional pain 
and some limitation is going about his busi- 
ness. Some years ago, three Caldwell-Luc 
operations were performed on his right an- 
trum. Since that time he has had a sensory 
disturbance of his right upper lip and the 
right lower part of his nose. The internist 
who took care of the patient during his 
cardiac difficulty advised that all foci be 
checked and removed. Two upper teeth on 
the right side of his head, bicuspid and first 
molar, have never given any known trouble 
anc are perfectly sound to inspection and to 
X-rzy examination but will not give any re- 
spouse to vitality tests. The question which 
the dentist, internist, and I do not feel com- 
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petent to answer is this: Should these two 
teeth be extracted or should they be left 
in place? The patient, while perfectly will- 
ing to cooperate, is not anxious to have the 
teeth extracted unless there is very good 
reason for it, since their loss would require 
replacement by dentures in order to leave 
enough teeth for chewing. How good would 
you judge the patient’s prognosis for life? 
The electrocardiogram following the attack 
showed definite changes in the chest leads. 
The limb leads showed no changes for sev- 
eral weeks and then showed a decreased 
amplitude of the R wave in the first lead 
and coving and inversion of the T waves in 
all leads. Since that time the limb leads 
have appeared normal except for some de- 
creased amplitude. There never was any ap- 
preciable disturbance in the take-off of the 

T segment in the limb leads. There was 


— such disturbance in the chest 
eads.” 

“ ANSWER.—Despite the fact that some resi- 
dual angina pectoris is suggested by the 
statement in the second sentence of the 
query and the necessarily guarded prognosis 
in any case of coronary heart disease, it is 
possible that this man may feel perfectly 
well after a few more months and live for a 
good many years if his heart is not appre- 
ciably enlarged and if he has the usual luck 
and takes reasonable care of himself. His 
age is in his favor. The electrocardiogram, 


_ although of some importance, should not be 


the preponderant factor in prognosis. It is 
not apparent that there exists the necessity 
to have teeth removed for the sake either of 
his heart or of his face, simply because the 
teeth are devitalized, though the heart would 
probably stand the operative procedure.” 
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Duplicating Lower Denture Adaptation 


EMMETT BECKLEY, D.D.S., St. Joseph, Missouri 


DIGEST 

A simple procedure is described 
for controlling the expansion of 
acrylic, allowing the flask to 
close when contraction takes 
place, and duplicating the same 
adaptation in the finished lower 
denture as was had in the original 
impression. 


A PIECE of quarter inch carding wax, 
cut from 3 mm. to 5 mm. small- 


Fig. 1—Impression boxed with carding wax flange and wax sides. 
Fig. 2—Heavy carding wax added slightly smaller than the 


Fig. 3—Impression poured in stone and cast separated showing 


er than the space existing between 
the lingual flange on the impression 
is the only additional requirement in 
the usual boxing technique. 


Technique 


1. The additional piece of carding 
wax is placed on top of whatever type 
of material is used to fill the lingual 
space. 

2. A hot spatula is applied to the 
carding wax in about three places. 

3. The boxing material used to 


offset made by the additional heavy carding wax. 


complete the boxing is either a lead 
strip, wax, or wax-impregnated cot- 
ton tape. 

4. The impression is poured in 
stone, allowed to set, and then sep- 
arated. 

5. Difficulty will be encountered 
if care is not taken to shape and con- 
trol this flange as in preparing a class 
I inlay. A laboratory knife is used for 
this trimming. All the edges must be 
smooth, so that no undercuts will hin- 
der the separation of the two halves. 


lingual space already filled, about 5 mm. smaller to be exact. 
Tacked down in several places with a hot wax spatula. 


Fig. 4—Height of case in flask to complete the locking flange. 
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Fig. 5—Waxed case invested in stone in lower half of bronze 
flask. Note continuous locking flange around whole lower case. 


6. The operator’s usual denture 
procedure is used to bring the case to 
completion. 

7. In flasking the final waxed case. 
the cast is positioned 3 mm. above 
the edge of the flask (Fig. 4). In so 
doing, the locking device has been de- 
veloped completely around the whole 
lower impression. 

8. The case is tin-foiled; a foil sub- 
stitute may be used. 

9. The flasking is completed in the 
usual manner, allowed to set, and 
then boiled out. ; 

10. As a suggestion, Boraxo and 
liquid soap are used for the final 
cleaning. 

11. The second part of this pro- 
cedure is the cutting of the waste gate 
completely around the lower half of 
the flask on the lingual bottom portion 
of the impression (Fig. 6). The rea- 
son for this space is to prevent any 
excess material from hindering the 
final closing of the two halves of the 
flask. 

12. The regular procedure is fol- 
lowed for packing the acrylic gel or 
powder and liquid. Four .005 shims 
are equally spaced between the two 
halves of the flask and pressure is ap- 
plied to complete the packing. 

13. In the final closing, the pack- 
ing procedure is repeated, the four 
shims are replaced, and the flask is 
placed in the spring compress and al- 
lowed to set for fifteen minutes. This 
allows an equalization of pressure 
upon the acrylic material. The shims 
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Fig. 6—Case has been boiled out and the waste gates to receive 
the excess have been cut at the bottom of the locking flange—about 
3 mm. in width and several millimeters deep. 


Fig. 7—Tin-foiled side of case after having been boiled out. Locking flange is clearly 
outlined. Case is ready to receive acrylic. Only change from the usual procedure is that 
.005 brass shims are added at 4 points to keep flask from closing while being packed. 
After the final trial pack the shims are left in place while standing in a spring compress 
for 30 minutes. Shims are removed and the case is cured in usual recommended slow-cure 


method. 


are removed with a pair of pliers. 

14. The curing procedure recom- 
mended by the manufacturers is fol- 
lowed. I prefer the slow cure—from 
three to five hours, depending on the 
size of the case, to bring the tempera- 
ture to 160° F.; then allow one addi- 
tional hour to bring the case to boiling. 

15. The case is allowed to cool in 
the water bath overnight. 


Comments 


By allowing the expansion of the 
acrylic over the whole area, and then 


allowing the contraction to take place 
in the same manner, no undue stress- 
es or strains are injected into the fin- 
ished denture. 

The addition of this small piece of 
carding wax on top of the material 
used to fill the lingual space is a sim- 
ple procedure as will be found when 
the operation is tried. ‘ 

This procedure permits delivery of 
a lower denture having exceptional 
adaptation and stability. 


228 Kirkpatrick Building. 
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CERTAIN SIGNS portend all social upheavals. Polli- 
ticians have learned to look to the “grass roots” and 
there listen for the rumblings among their constitu- 
ents. Sociologists chart a pattern of group behavior 
by observing the phenomena among a selected sam- 
ple. The gift of prescience is not given to many, but 
the use of observation is something we all can prac- 
tice. Observing is more than recording with the 
senses. It has a large element of interpretation with- 
in its structure. Anyone interested in the phenome- 
non of group dental thinking is impressed with the 
springing up of nuclei of sentiment throughout the 
country with respect to another national dental or- 
ganization after the war. A division or schisms de- 
veloping within the American Dental Association 
are not desirable. The fact is, however, that many 
of the men in the service, by unsolicited, spontane- 
ous expression, are recording themselves to their 
friends as being opposed to what they call the in- 
action on the part of the American Dental Associa- 
tion regarding support to the problems of dentists 
in military service. These dentists in service who 
are expressing themselves in terms of a dental or- 
ganization after the war, made up of veterans, are 
disgruntled. Their disgruntlement comes from just 
causes. Those who are in the Reserves and called 
to active duty have felt that they were discriminated 
against and that their years of Reserve service did 
not count in their favor when commissions and as- 
signments were given. Many of the men in practice 
for fifteen or twenty years have sacrificed a great 
deal to serve strenuously in the grade of First Lieu- 
tenant. Many of these men are in their early forties. 
They feel that the American Dental Association 
has not been aggressive enough in fighting their 
case before the War and Navy Departments and 
before the Congress. | 

It would be regrettable if another national den- 
tal organization sprang into being after the war. A 
division within the house is never satisfactory. 
Sometimes, however, rebellion is necessary. When 
nations or organizations grow too large, they fre- 
quently grow indifferent. When they grow indiffer- 
ent some of their people begin to chafe. Usually this 
irritation does not develop beyond the stage of 
carpings and fault-finding. Some sentiments reach 


so deeply into people’s souls and so much zeal and 
indignation begin to develop that what was a sen- 
timent of unrest develops into an action of unrest. 
The unrest among the dentists in military service 
is not some transitory, fleeting thing. It is deep- 
seated and it may portend dire effects in the future. 

The politicians in the American Dental Associa- 
tion will not be guided by these warning signs. 
Cliques in power seldom do. The history of po- 
litical parties in the United States give sufficient 
example. Parties and bosses grow powerful and be- 
gin to think of themselves as invincible. Then comes 
a day of turning when the vote of the people over- 
throws the existing rule. An organization of 8,000 
or 10,000 ex-service dentists could be a force in 
American life which would have the ear of legisla- 
tors, as veterans’ blocs always have. 

Turning outside politics to organized labor, we 
may observe what happens when one powerful na- 
tional association is divided. Mr. Lewis felt that the 
attitude of Mr. Green and the American Federation 
of Labor was reactionary. Many laboring men 
agreed with Mr. Lewis and as a result the Congress 
of Industrial Organization was born. This more 
militant and aggressive organization had powerful 
influence for a time in the shaping of legislation 
favorable to labor and in extending trade unionism. 
The American Dental Association and its conserva- 
tive attitude may be compared with the American 
Federation of Labor. So far no John L. Lewis has 
risen among the service dental officers to give ex- 
pression to the underlying sentiment of disgruntle- 
ment. It is unlikely that one will rise until after the 
war. When he begins to speak and to review the 
record, he may expect converts and a ready follow- 
ing. - 

In many respects the American Dental Associa- 
tion has done a magnificent job during the war. The 
record of these accomplishments should be weigh- 
ed against the indifference of the politicians to the 
problems of the dentists in service and those leav- 
ing service. It would be commendable to turn the 
politicians out and create a more liberal and ef- 
fectual American Dental Association. It would be 
disastrous to destroy the organization. 
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_ 59 references to published 
papers, and leaders in the 
fields of Nutrition and Den- 
tistry were in its 


chart giving the oral signs, © 
symptoms, and therapy for 
vitamin deficiencies; also has 
colored photographs illus- 
many 


This New Booklet Gives The Latest Facts About... 


Be prepared to answer your 
patients’ questions .. . 


Knowledge of vitamins is con- 
stantly growing and expanding— 
and more people are seeking pro- 
fessional advice concerning this 
subject. 

With this new booklet—you can 
answer your patients’ questions— 
you can save time—you can apply 
vitamin therapy to best advan- 


tage. It’s yours for just the cost of 


a postage stamp. 


E-R: SQUIBB & SONS 


Manufacturing Chemists to the Medical Profession Since 1854 


SEND IN THIS COUPON NOW 


E. R. Souiss & Sons, 
Professional Service Department, 
745 Fifth Avenue, New York 22, N. Y. 


Attached hereto 1s my professional card or 
letterhead. Please send me, without obligation, 
a copy of “Oral Vitamin Deficiency Manifes- 
tations.” 
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Busy Workers 
make 
Busy Practices 


The nation’s payrolls are approach- 
ing the unprecedented total of 
18,000,000 factory workers—many 
millions more than ever before in our 
history. Add to this total the mil- 
lions engaged in office work, trans- 
portation and the many other phases 
of the country’s production activity 
and it is easy to understand the 
great practice load that must be 
borne by the nation’s dentists. 


With more dentistry to be done 
and fewer dentists to do it, McKes- 
son nitrous oxide pain control is 


saving time and energy in many of 


these busy practices. Untold num- 
bers of people are learning that 
dental treatment need not be a 
dreaded, painful experience. In con- 
tributing greatly to the war effort, 
McKesson users are also building 
for tomorrow. The advantages of 
McKesson nitrous oxide equipment 
are important in wartime practices 
—important to the future. We will 
be glad to tell you about them. 


(Con tra- 
ng 


Ten Sensible Rules... 


Ten rules to help prevent malpractice 
suits have been developed by the Al- 
lied Dental Council. These represent 
simplicity and good sense. Here they 
are: 

“1, Avoid arguments with patients 
who complain of grievances, real or 
fancied. 

“2. Keep complete and accurate 
records. 

“3. Refrain from guaranteeing or 
even promising a good result. 

“4. Follow approved methods of 
practice. 

“5. Be just as careful in your post- 
operative treatment as in the main 
operation. 

“6. When faced with an extraordin- 
ary situation, do not mark time, de- 
lay, or otherwise avoid the issue. You 
should face it squarely and if in doubt 
should call in a brother dentist for 
consultation, preferably a specialist 
in the particular type of treatment. 

“7, Never conceal any important 
fact from your patient, even where 
you may fancy the patient will never 
discover the error, mistake, or poor 
result. 

“8. When confronted by a serious 
question of law pertaining to dental 
practice you should seek the advice 
of your Insurance Committee. 

“9. Do not criticize another prac- 
titioner’s work. 

“10. Avoid accidents in the han- 
dling of caustic medicaments, burs, 
and discs.—Allied Dental Council In- 
surance Committee.” 


Oslo Breakfast... 


Fred Miller of Altoona, Pennsyl- 
vania, speaking before the Chicago 


Dental Society, mentioned the “Oslo 


breakfast.” In Norway the govern- 
ment has taken over the supervision 


of the school children’s breakfast as 
well as their education. Health officials 
found that too many children came 'o 
school without breakfast or having 
had one of poor quality. As a result, 
their school work suffered. If it is a 
function of government to educate its 
citizens, the Norwegians reason, then 
it is a function of government to see 
that citizens are healthy enough to 
absorb the education that is given to 
them. Good health will give citizens 
more stamina to earn, to contribute 
to the state, and to pay taxes. Good 
health decreases the appropriations 
by government for the maintenance 
of hospitals and asylums. A healthy 
citizen, therefore, is an asset to the 
government. He can produce more, 
produce longer, produce more efh- 
ciently; he is, therefore, a better po- 
tential taxpayer. 

The thought is getting around in 
dental circles that a compulsory pro- 
gram of health care for children may 
be necessary if we are to control den- 
tal diseases. It is recognized in our 
own country that too many people 
start the day with a carbonated drink 
and a cigaret or coffee and a roll. 
They drag out in mid-morning. They 
are tired, listless, inattentive, indiffer- 
ent and inefficient. They don’t know 
it but they are suffering from hypo- 
glycemia. Recently two physicians in 
examining the typical American 
breakfast decided that it was one rela- 
tively high in carbohydrate and low 
in fat. The mid-morning hypoglyce- 
mia is the result. Thorn and his asso- 
ciates (Annals of Internal Medicine, 
18:913, June, 1943) would have us 
get away from the fruit juice-toast- 
cereal type of breakfast and substitute 
more protein foods. The hardy people 
who eat a breakfast steak or a slab 
of fish in the morning with a golden 
plate of eggs may never have heard of 
hypoglycemia but they do know that 
from this sort of breakfast they have 
a sense of well being which carries 
them over to the next meal. 


Army Surgeon 
General Speaks... 
The American Dental Association 


was honored to have the Surgeon 


General of the Army, Major General 
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UP ON! 


C 0 N 0 Mi Y_. LITTLE IPANA GOES A LONGER WAY IN 


EFFECTIVE TOOTH BRUSHING AND GUM MASSAGE. This 
is due to the excellent dispersal and “covering” properties 
of this superbly fine toothpaste. IPANA cleans and polishes 
with no abrasion to any tooth surface. The mouth feels 
delightfully refreshed after its use. 


IPANA and Massage help maintain a better capillary flow 
through the exercised gums to speed up local nutrition and 
build a greater phagocyte defense. Firmer, healthier gums 
are the result. 
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Norman T. Kirk, appear before the 
War Service Committee in Cincinnati. 
General Kirk’s address was broadcast 
on a national hookup over NBC Net- 
work. Here is what he said about the 
dental factors in global strategy: 


“Today, without question, the 


American soldier is the best equipped, 
fed and cared for individual in any 
Army in the world. If wounded, he 
has a better chance of surviving than 
ever before. If sick or ill, his chances 
of recovery are greater than ever be- 
fore. 


Brains create new inventions— 
time tests their worth. 


The flexibility of BS Polishers 
to clean fissures and surfaces at 
all angles above and under gum 
margin; the small convenient 
size and protection against mov- 
ing metal parts; the gentleness 
of the rubber texture—these 
and many more features are 
plausibly superior. 


TIME TESTED 


B. S. POLISHERS | 
YOUNG DENTAL MFG. CO. ‘” 


But the test of time which has 
made BS Polishers first choice of 
the Dental Profession through- 
out America is, in the last anal- 
ysis, their greatest all-around 
recommendation. 


You can't go wrong by using 
the polisher that countless thou- 
sands of tests over many years 
have proved to be best. 


4958 Suburban R. W. 
MOQ. 


@ A.D.A. Specification No. 8 spe- 
cifies certain physical properties 
in a cement. The clinical proper- 
ties may vary. 


Z-M Cement, developed and made 


by Ames, is adjusted to give both 
the specified physical properties 
and the most desirable clinical 
properties. Ask your dealer. The 
W. V-B. Ames Company, Fremont, 
Ohio. 


— 


“Our troops are operating in trep- 
ical, temperate and arctic climates. 
Their weapons are the wonders of a 
mechanical age, but they are exposed 
to almost every disease known to man- 
kind. At no time in the history of 
military medicine has so much had to 
be done in so short a time. 

“General health and potentials for 
medical care are major considera- 
tions in every military operation. The 


| efficiency and will to fight of an army 


rest primarily on the health of the 
individual soldier. In this respect, to- 
day, I would like to stress the im- 
portance of and the contributions of 
the dental officers in World War II. 

“A soldier to be effective must be 
able to eat and digest the Army ra- 
tion. Without a sufficient number of 
serviceable teeth, he is a casualty in 
the truest sense of the word. The 
records disclose that at the time of 
induction one out of every four men 
require emergency dental service. 
The primary mission of the Army 
Dental Corps, directed by Major Gen- 
eral Robert H. Mills, is to prepare 
the incoming selectees dentally for 
field service. The secondary but 
equally important mission of the Den- 
tal Corps is to assist the Medical 
Corps in the care and evacuation of 
battle casualties and in their rehabili- 
tation in our general hospitals at 
home. Duties of this character, par- 
ticularly in combat zone where virtu- 
ally no dentistry may be accomplish- 
ed, consist of the emergency treat- 
ment of the wounded, supervising the 
collection of casualties and admis- 
sions to forward medical stations. 

“The dental officers in the Army to- 
day serve with troops in every phase 
of combat, with ski troops and para- 
troopers, aboard hospital ships, ocean 
transports and at hospitals in all bat- 
tle zones. In Sicily, physicians, den- 
tists and medical aid soldiers jumped 
and landed with the first paratroop- 
ers. In Italy, they landed with the 
troops and are now functioning in the 
field with mobile surgical units and 
evacuation hospitals. 

“In combat, a specially designed 
kit is given the dental officer and his 
assistant. The contents of these two 
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SURFACE 


HE D. D. Tooth Brush—with its correct 
brushhead, springy bristles and scientifically 
spaced tufts—is ideally suited for buccal brushing. 
It not only efficiently cleans the cervical tooth sur- 
faces and interdental embrasures, but it also gently 
massages nearby gingival areas. 
Buccal surfaces, lingual areas, occlusal planes, 


every accessible tooth surface is adequately reached 
and cleaned by the D. D. Tooth Brush. Both the 
Two Row D. D. Tooth Brush and the Three Row 
D. D. Tooth Brush have the exclusive twisted 
handle which is naturally grasped by the hand for 
easier, more correct and more efficient tooth clean- 
ing and gum massage. 


Bristol-Myers Company, 630 Fifth Ave., N.Y.C. 
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ONE QUARTER 
CENTURY OF 


SERVICE 


The dental profession for 25 years has 
relied upon the quality and purity of 
Condit’s 
AMMONIACAL SILVER NITRATE 
AND FORMALIN 


in Ampoules 
HOWE 


+ 


Universally used - - - Council accepted 


* 


For information on Condit products 
write today 


Trade Mark Registered 


P. N. CONDIT 
204 Back Bay 


Boston 17, Massachusetts 


kits permit emergency extractions 
and first aid work right on the field. 
A special field service chest for over- 
seas units contains a folding dental 
chair, foot propelled dental engine, 
sterilizer and essential instruments 
for emergency work. This chest can 
be set up ready for service or knocked 
down for an advance or withdrawal. 
in a matter of minutes. 

“Dental officers also function as a 
vital part of maxillo-facial teams that 
are always on hand to provide prelim- 
inary treatment in advance of plastic 
surgery to be done at general hos- 
pitals at home. 

“The profession of dentistry can 
justly be proud of these achievements. 
Since December 7, 1941, over 680,000 
dentures have been made for the men 
in the armed forces. This means from 
a military point of view that approxi- 
mately 450,000 men or 34 divisions 


seas combat duty by the construction 
of dentures. These men otherwise 
could not have qualified. Over 22,- 
000,000 fillings have been inserted in 
the mouths of soldiers, and this means 
additional thousands of men made 
available. Several million prophylac- 
tic and pyorrhea treatments have been 
given, and thousands of oral infec- 
tions have been cleared. 

“Stomatitis Vincent’s or trench 
mouth was one of the common dis- 
eases among troops of the last World 
War. The incidence of this infection 
has been remarkably low in this war, 
being 3.1 per 1,000 soldiers per 
month in this country, and 2.3 per 
thousand for overseas. Better oral 
hygiene and an excellent nutritional 
program probably account for this 
low incidence to date. 

“On the basis of this record, our 
soldiers receive the very best- dental 
treatment and services the dental pro- 
fession has to offer. Many of them 
had their first dental care in the 
Army. The results are translatable in 
terms of fighting efficiency. 

“In this war the respective units of 
the Medical Department accompany 


hours later, but at the same time. 
First aid stations are ready for serv- 
ice when the first casualties or sick 
| appear. Every effort is made to be as 


have been made available for over- . 


every invasion force, not 24 or 48 


ATTACHMENTS 
Standard for 23 Years 


Proximal Plain 

Contact (in Two Types) Shank 

Cat. No. Size Cat. No. 
327 .085” x .025” (Flat) None 
321 .096” x .036” (Flat) 312 
322. .118’’ x .036” (Flat) 315 
323.125’ x .036” (Flat) 313 
324 .150” x .036” (Flat) 306 
325 .175’ x .040” (Flat) 316 
None .102” x .052” (Oval) 304 

None .058” Dia. (Round) 301 
Proximal Contact None .064” Dia. (Round) 302 
Type None .071” Dia. (Round) 303 


Strong Easy Adjustable Springy 
Round — $9.00 ea. Flat & Oval— $10.00 ea. complete 
Size Chart and Technical Literature on Request 
COLUMBIA DENTOFORM CORP. 
131 East 23rd Street New York 10, N. Y. 


While Your Patient Waits 


YOUR NURSE CAN 
REPAIR ANY ACRYLIC 
DENTURE IN 20-30 
MINUTES WITH... 


FUSENE 


The Invisible Repair 


No flasking . . . no preparing of denture. 
FUSENE is ready for immediate use. 
Follow simple instructions. Actual working 
time only 5 minutes. y 


REPAIRS [f 


THERMACRYL 

COMPANY 

OF NEW YORK 

8 EAST 23rd STREET NEW YORK, N. Y. 
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When you feel assured of a complete and safe anes- 
thesia .. . When your patient is comfortable and you 
can work unhampered by pain’s interruptions . . . 


Novocain-Cobefrin for profound anesthesia for routine 
procedures .. . Novocain-Pontocaine-Cobefrin for those 
requiring prolonged anesthesia. 


COBEFRIN, NOVOCAIN, PONTOCAINE: Reg. Trademarks, Winthrop Chemical Co., Inc. 
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NEGLECT ING to prescribe x-rays is something like failing to lock the 
proverbial barn door before the horse is missing. Don't assume oral condi- 
tions and wish you hadn't! Clear, brilliant, accurate Minimax x-rays are an 
important factor in diagnosis and winning the confidence of patients. SEE 
and be able to show your patients buried root fragments, fractures, cysts, 
areas of residual infection, impactions, etc. 


For your convenience, Mini- 
max quality films are made in 3 
types: Tooz, the 2-in-one film 
for taking two different pictures 
of the same or different areas; 
Doubles, for duplicate pictures 


MINIMAX LOW PRICES 1 Gross 4 Doz. 
50 $1.25 
1.80 

80 


TOOZ, Regular Slow.----- . $3. 
TOOZ, Int. Blue Base..----- 4.75 
Singles, Regular Slow "RS”.. 2.25 


Singles, Int. Blue Base of an area; Singles for single 

Doubles, Regular Slow ine nae ag radiographs. For the duration, 

Doubles, Int. Blue Base NR each will be supplied in only 2 
noric 


Emulsions: Regular Slow and In- 
termediate Blue Base. Learn the 
facts with Minimax. 


Prices subject to change withou 


Minimax 


Superior Products 


X-Ray Film—Amalgam Alloy 
— Anesthetic Solutions 


near the center of casualties as possi- 
ble, and aid stations move forward as 
the troops advance. Medical units 
function throughout the battle and 
many hours thereafter caring for 
the wounded. Surgical operations are 
performed in tents and improvised 
shelter areas within a short distance 
from the front lines. 

“Blood plasma, the sulfa drugs, 
more adequate supplies plus the pres- 
ence of the physician, dentist, and 
nurse in the forward areas have been 
flown back by air evacuation units for 
definitive treatment at station or gen- 
eral hospitals. 

“Military medicine cannot function 
on an hourly basis. When our troops 
are engaged in combat there is im- 
perative need of a large number of 
physicians and dentists to take care 
of casualties promptly. Each combat 
unit must have its own doctors who 
have been trained with it and who go 
into combat with it. 

“Although the civilian dentists are 
well qualified professionally, Army 
Regulations, routine, records and re- 
ports vary considerably from the 
average practice. Courses have been 
designed to help orient many officers 
who have had little if any military ex- 
perience, and to date approximately 
2,000 dental officers have graduated 
from the Medical Field Service School 
at Carlisle Barracks, Pennsylvania. 
Courses in oral and maxillo-facial 
surgery are given to many dentists at 
the Army Medical Center in Wash- 
ington, D. C., and certain civilian in- 
stitutions. Several hundred techni- 
cians have also received training in 
dental laboratory procedures. 

“The record of the Army Dental 
Corps speaks for itself. There is still 
much to be accomplished before vic- 
tory can be claimed. The Army will 
continue to need more dentists, as 
well as physicians and nurses from 
civilian life. This means that the 
civilian medical and dental require- 
ments will have to be reduced to the 
minimum by utilizing every oppor- 
tunity to practice good health meas- 
ures. This, I am sure, the American 
people at home are ready to do. “Lux- 
ury’ medical, dental, and nursing 
services are out for the duration. 
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“At the start of the war, there were 
70,000 dentists in civilian practice. 
Today, there are nearly 14,000 dental 
officers in the Army. There are 40,000 
medical officers in the Army and each 
officer is doing the work of four doc- 
tors in World War I. In short, there 
are fewer doctors now, proportionate- 
ly, than there were in the Army dur- 
ing World War I. But, our armed 
services are now faced with the most 
complex problems of health protec- 
tion in the military history of the 
world. Our forces encircle the globe. 
Their needs are our greatest concern. 
The American soldier has had and 
will continue to receive the best medi- 
cal care and treatment. In realistic 
terms this means that a far greater 
percentage of our battle-wounded 
will return home safely than ever 
before. To date the mortality rate 
after treatment has totaled less than 
2.5 per cent. The recovery rate for 
American troops, 97.5 per cent, is the 
highest in history, and adequately re- 
flects the courage and performance 
beyond the call to duty which made it 
possible.” 


Another Surgeon General... 


It is the year 1910. The month is 
May. The Surgeon General of that 
day, George H. Torney, spoke as fol- 
lows with respect to commissioning 
dentists as officers in the Army: 

“Let us compare for a minute the 
professional and administrative re- 
sponsibility of dental surgeons with 
those of the medical officers. 

“The medical officer from his entry 
into the service has to face the respon- 
sibility that upon his accuracy of di- 
agnosis, promptness of action or pro- 
fessional skill may depend the tre- 
mendous issues of life and death. He 
never knows when nor how suddenly 
may come the hour which will test to 
the uttermost his courage, knowledge 
and professional skill. The careers as 
well as the health and lives of all the 
army come under the professional 
judgment of the medical officers who 
must approve them for admission to 
the service and for their promotion 
as officers, and for their physical fit- 
hess to continue in the exercise of 
command. As regards administrative 
responsibility, the medical officer 
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RADIODONTICS 


helps you do the biggest job 


you ve ever undertaken 


MERICA needs a healthy citi- 
zenry ... and general health 
must include dental health. Yet to- 
day available dentists are fewer by 
thousands. Your job here at home is 
a big job indeed. Call radiodontics to 
your aid . . . to conserve your time, 
to get workers back to their jobs, to 
maintain high diagnostic and correc- 
tive standards. 

Eastman’s contribution to war- 
time dentistry is its complete line of 
dental x-ray films: Bite-Wing, ~ 
apical, Occlusal, Extra-Oral . 
the sizes and with the dsiestatiiiia 


The great majority of all 
dental radiographs 
are made on 
EASTMAN FILM 


preferred by the profession . . . all 
so dependable that you can safely 
adopt swift, standardized exposure 
and processing technic. Order from 
your regular dental dealer. .. . 
Eastman Kodak Company, Medical 
Division, Rochester, N. Y. 


Made weer to work together... 


For the best possible re- 
sults at all times with 
Eastman Films: (1) have 
your dealer deliver fresh 
Eastman Chemicals, liq- 
uid or powder, regularly; 
(2) when you receive them, 
have your assistant re- 
place all stale solutions. 


EASTMAN FILM 
AND CHEMICALS 


it 
| 
we 
= 
r 
i 
/ 
} 
d 
i] =] 
| 
e 
uf 
9 { : 
i 
4 
} 
© ‘ 
rT 
it 
S 
| 
$ 
| 
3 
A 
i 
j 
j 
| 
: 
it | 
. 
0 


In your ORAL HYGIENE this month 


This month, Oral Hygiene embarks 


on a new editorial project. . . 


THE ORAL HYGIENE 


DENTAL OPINION POLL 


UNDER THE sponsorship of the North- 


western University School of Jour-. 


nalism a quarterly poll of dental 
opinion will be conducted by ORAL 
HYGIENE. Every three months a ques- 
tion of current professional interest 
will be submitted to readers of the 
magazine. The results of these opin- 
ion studies will be published. The 
first ballot appears in this month’s 
issue and results of the balloting will 
be reported in February. Subsequent 
ballots will appear in the February, 
May, August, and November, 1944 
issues. 

To insure scientific accuracy and 
validity the mechanism of the poll- 
ing will be supervised by the fac- 
ulty of the Medill School of Jour- 
nalism of Northwestern Univer- 
sity. The actual samples and tabula- 
tions will be made by Miss Rosa Hug- 
er, a graduate student working un- 
der a fellowship provided by ORAL 
HYGIENE. 

Questions to be studied will be 
determined by Dean Kenneth E. 
Olson of Northwestern University 
and his staff with the cooperation of 
a Dental Advisory Committee. This 


Advisory Committee is composed of: 


Guy S. Millberry, D.D.S., former 

dean, University of California College 
of Dentistry, San Francisco, Chair- 
man. 
Marcus L. Ward, D.DS.,_past- 
president, American Dental Associa- 
tion, and former dean, University of 
Michigan School of Dentistry, Ann 
Arbor. 

Frederick B. Noyes, D.D.S., Sc.D.. 
former dean, University of Illinois 
College of Dentistry, Chicago. 

Ralph R. Byrnes, D.D.S., dean, At- 
lanta-Southern. Dental School, At- 
lanta. 

John W. Cooke, D.M.D., former 


chairman, Curriculum Committee, 


Harvard University School of Den- 


tal Medicine, Boston. 


The results of these opinion studies 
will be made available to dental so- 
ciety officers to aid them in form- 
ulating programs for the betterment 
of dentistry. A ballot for the first 
quarterly poll is carried in Novem- 
ber ORAL HyGIENE in the form of a 
postage-free card. Every dentist is in- 
vited to participate. 


In your November 


commanding a base hospital has abs. - 
lute professional and military contr || 
over 500 helpless sick, 200 attendani;, 
20 medical officers and an admini:- 
trative staff. It is his responsibility ‘0 
procure them food, clothing, pay and 
medicines and all other necessities. 
Upon his administrative ability <i- 
rectly depends the successful admin. 
istration of this great organization 
and the comfort of its inmates. ‘lo 
successfully meet these responsibili- 
ties requires special training and long 
experience. To compare with these 
the professional responsibilities of an 
aching molar, the administrative su- 
pervision of a dentist’s chair, and the 
military command of a single assist- 
ant, brings the discussion to an in- 
evitable reductio ad absurdum. 
“Nor is it much less so to bring in- 
to comparison the vast and ever 
widening field of medical learning 
and research with the elementary 
medical course which is the educa- 
tional basis of the mechanic art of 
dental surgery. If these claims should 
be taken seriously and the examina- 
tion in anatomy, physiology, his- 
tology and therapeutics made the 
same for candidates for appointment 
as dental surgeons and for medical of- 
ficers, it is to be feared that very few 
qualified dental surgeons would be 
found. It is only necessary to make a 
comparison of the examination papers 
of the two classes of candidates to 
make this evident. The newly com- 
missioned physician, however accom- 
plished he may be in his profession. 
has to learn the administrative meth- 
ods of the service and the special re- 
quirements of military sanitation be- 
fore he can become an efficient 
medical officer. The dental surgeon, 
however, as soon as he has learned 
how to prepare his reports and draw 
his pay, becomes at once as efficient 
as any other dental surgeon of equal 
professional skill, whatever his length 
of service. Moreover, the official re- 
lations of the dental surgeons are 
with individuals only: they have 
neither command of organizations 
nor dealings with them, while in their 
dealing with enlisted men they are, 
as we have seen above, entitled to the 
same protection in their positions and 
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the same respect and obedience as 
commissioned officers. 

“It seems evident, therefore, that 
the reasons why commissioned rank 
in its several grades is necessary for 
the administration of the great and 
complex organization of the medical 
service do not apply to dental sur- 
geons, and that commissioned rank is 
not, therefore, essential to the per- 
formance of their duties. Still less 
reason is there for the possession of 
the higher grades, since the dental 
service of the Army is without either 
complexity of organization or serious 
administrative responsibilities. An 
additional reason why any grade 
above that of First Lieutenant should 
not be given is that it would place the 
dental surgeons above the officers of 
the Medical Reserve Corps, with the 
result that the latter would become 
discontented and the medical service 
at posts where they are stationed 
would be disturbed. It is to be feared 
also that the elevation in rank of den- 
tal surgeons above the Medical Re- 
serve Corps might not meet the ap- 
proval of many distinguished physi- 
cians who have entered that corps 
and to whose sympathetic interest and 
assistance the Surgeon General looks 
to secure well qualified men for the 
vacancies in the Medical Corps. . . . 
While these reasons militate against 
the conferring on dental surgeons of 
any higher grade rank than First 
Lieutenant, they do not prevent the 
giving of that grade.” 

Compare the two speeches given 
thirty-three years apart. Now we are 
restless and striving for more recog- 
nition in our restiveness. It should be 
well to recall that we have come a 
long way from the attitude expressed 
by Surgeon General Torney in 1910 
when he recommended that commis- 
sions as First Lieutenants be given to 
dentists begrudgingly. Now we have a 
Major General at the head of the Den- 
tal Corps with 14,000 officers serving 
under him. We have gone a long way. 
because we fought for it. Nothing was 
ever given to the dental profession 
gratuitously by the federal govern- 
ment, state governments, or the medi- 
ca! profession. It might be well for us 
ali to recall the words of an uniden- 
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“a Two separate impressions of the same 
mouth on boses made from the same 
model. Note the very close resemblance 
of the two impressions. The ability of the 

to “creep up to the peripheral 
saree is shown on the lower impression 
where the paste hos been cut away flush 
with the bose plate. 


NEW YORK, N. Y 


STATEMENT OF THE OWNERSHIP, MANAGE- 


That the known bondholders, mortgagees, and 
MENT, CIRCULATIO 


mm security holders owning or holding 1 per 


N, ETC., REQUIRED BY 
THE ACT OF CONGRESS, OF "AUGUST 24, 1912. 
The Dental Digest, published monthly at 
Pittsburgh, Pa., for October 1, 1943. 
State of Pennsylvania, 
— of Allegheny, 


Before me, a Notary Public in and for the Kgs 
and county aforesaid, personally appeared 
Massol, who, having been duly sworn accor #.. ng rs 
law, deposes and says that he is the Publisher 
of The Dental Digest, and that the following is, 
to the best of his knowledge and belief, a true 
statement of the ownership, management, etc., of 
the aforesaid publication for the date shown in 
the — caption, required by the Act of August 
24, 1912, embodied in Section 411, Postal Laws and 
Saeutationn printed on the reverse side of this 
form, to wit: 

1. That the names and addresses 
lisher and editor, are: Editor, E. J. 

D.D.S., 708 Church Street, Evanston, in’ Publisher’ 
M. B. Massol, 1005 Liberty Ave., Pittsburgh » Pa. 

2. That the owners are: Dental Digest, Inc., 
1005 Liberty Ave., Pittsburgh, Pa.: Oral Hygiene, 
Inc., 1005 Liberty Ave., Pittsburgh, Pa.; M. B. 


A. Smith, Hotel Schenley, Pittsburgh, Pa.; .; Lynn 
A. Smith, 10 Robin Road, Pittsburgh, Pa. 


cent or more of total amount of bonds, mortgages, 
or other securities are: None 

4. That the two paragraphs next above, giving 
the names of the owners, stockholders, and se- 
curity holders, if any, contain not only the list 
of stockholders and security holders as they appear 
upon the books of the company but also, in cases 
where the stockholder or security — appears 
upon the books of the company is trustee or in 
any other fiduciary relation, the h we of the 
person or corporation for whom such trustee is 
acting, is given; also that the said two paragraphs 
contain statements embracing affiant’s full knowl- 
edge and belief as to the circumstances and condi- 
tions under which stockholders and security holders 
who do not appear upon the books of the com- 
pany as trustees, hold stock and securities in a 
capacity other than that of a bona fide owner; 
and this affiant has no reason to believe that any 
other person, association, or corporation has any 
interest direct or indirect in the said stocks, bonds, 
or other securities than as so stated by him. 

(Signed) M. B. MASSOL, 
Publisher. 

Sworn to and subscribed before me this 22nd day 

of 1943. 
al) E. G. Burgdorf, Notary Public. 
(My pe expires May 16, 1944.) 
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tified First Lieutenant (DC) who, 
writing in October, 1943, said: 


“I have always been very jealous 


of my profession and for it and have 
always felt that we should not bend 
the knee before medicine. Rather let 
us walk side by side as befits equals. 
And unless we fight for that right and 
respect, we will not be deserving of 
it.” This is the spirit that has ad- 
vanced dentistry in the last one hun- 
dred years. It is the spirit that must 
prevail.—E.J.R. 


Sudden Death 
and Anesthesia— 
Fundamentals of 
Anesthesia 


(Continued from page 484) 


toward anesthesia, and the quantity of other 
drugs needed (ether, for example) is re- 
duced. The time of its maximum depressant 
effect on respiration is roughly ninety min- 
utes after hypodermic administration. Hence 
it is rarely given within one hour of induc- 
tion of inhalation anesthesia, so that de- 
pression of ether may not be superimposed 
on an unexpected depression from the opi- 
ate. However, respiratory depression from 
the morphine may decrease respiratory ex- 
change sufficiently to make saturation of the 
patient with ether difficult. 

“6. Death from acapnia is likely only if 
respiration ceases in the presence of hypoxia 
and artificial respiration is not instituted. 

“7. Cheyne-Stokes respiration during 
ether anesthesia is usually due to hypoxia 
following respiratory depression or obstruc- 
tion, usually the latter. 

“8. Similar accidents have been observed 
and recorded. They have often been con- 
sidered the result of long continued ob- 
struction to respiration and an inadequate 
supply of oxygen. The sudden relief of ob- 
struction without adequate excess oxygen in 
the atmosphere and in the presence of drug 
depression of the respiratory centers results 
in a complicated physiologic condition 
which may be fatal. 

“9. The use of an atmosphere rich in 
oxygen might have been very useful in this 
case. It seems justifiable to believe that the 
use of oxygen, of artificial respiration dur- 
ing the apneic periods, and the establish- 
ment of free exchange by means of an arti- 
ficial airway might have changed the out- 
come. Whether carbon dioxide would be of 
added value is a debatable point. 

“10. It is probable that neither lobeline, 
nikethamide nor any other stimulant would 
have had a beneficial result. Many anes- 
thetists prefer artificial respiration to stim- 
ulating drugs because it is efficient and in- 
stantly available. 

“11. During crying, deep breaths alter- 
nate with breath holding. Irregularity of 
dosage results. Anesthetic drugs are ad- 
ministered to crying children without acci- 
dents. It is perhaps cruel but not “danger- 
ous” if proper safeguards are taken. To 
avoid the necessity of doing so, many anes- 
thetists administer to children sedative 
drugs preoperatively in rather large doses. 

“12. Some anesthetists consider it advis- 
able to administer non-volatile drugs to 
children before tonsillectomy. Others do 
not. Factors other than age and weight must 


534 


s7 


influence the dosage of depressant drugs 
administered to children. 

“13. It cannot be said that morphine is 
“safer” than one of the derivatives of bar- 
bituric acid. One ought to be familiar with 
the pharmacologic effects of the drugs 
which one uses and choose drugs and doses 
which will produce effects desirable in the 
patient to whom they are administered. 

“14. Since acapnia results from excessive 
elimination of carbon dioxide (hyperpnea). 
administration of this gas should overcome 
the acapnia. However, rarely during inhala- 
tion anesthesia does excessive elimination 
of carbon dioxide occur. On the other hand, 
an accumulation of carbon dioxide in the 
blood and body tissues during anesthesia is 


almost impossible to prevent because de- 
pression and obstruction of respiration are 
so frequently present.” 


THE USO 
NEEDS YOUR 
HELP 
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The Florida State Board of Dental 


Examiners, annual meeting, Seminole 
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Hotel, Jacksonville, November 29 
through December 2. For information 
write to Doctor L. D. Pankey, Secre- 
tary, 138 Alhambra Circle, Coral 


Gables. 


Ohio State Board of Dental Exami- 
ners, regular meeting, Western Re- 
serve School of Dentistry, Cleveland, 


October 18-20; and at the Ohio State 


University College of Dentistry, Co- 
lumbus, November 29-December 1. 
For information write to Doctor Earl 
D. Lowry, Secretary, 79 East State 
Street, Columbus. 


Greater New York Meeting, Hotel 
Pennsylvania, New York City, De- 
cember 6-10. 


Massachusetts State Board of Den- 
tal Examiners, regular meeting, De- 
cember 27-29. For information write 
to Doctor William H. Canavan, Sec- 
retary, State House, Boston. 


Rhode Island Dental Society, an- 
nual meeting, Providence, January, 


1944. 


Virginia State Board of Dental Ex- 
aminers, regular meeting, Medical 
College of Virginia, Richmond, Jan- 
uary 4. For information write to Doc- 
tor John M. Hughes, Secretary, 715 
Medical Arts Building, Richmond. 


California State Board of Dental 
Examiners, regular meeting, Los An- 
geles, November 29; in San Francis- 
co, January 10. For information write 
to Doctor Kenneth I. Nesbitt, Secre- 
tary, 515 Van Ness Avenue, San 
Francisco. 


Rocky Mountain Mid-Winter Meet- 
ing, thirty-seventh annual meeting, 
Cosmopolitan Hotel, Denver, Colo- 
rado, January 9-12. 


Chicago Dental Society, eightieth 
annual mid-winter meeting, Palmer 
House, Chicago, February 21-23. 


New Jersey State Board of Dental 
Examiners, regular meeting, Trenton, 
June 28-July 2. For information write 
to Doctor J. Frank Burke, 150 East 
State Street, Trenton. 


515 


. 
VF 
the 
TING means ces 
FIDELITY © casting 
iGH which the 
rc ail ol the hieved | 
ry fine de ings are Fluidity 
eve Casting ot Hig il- 
Fidelity a state “Castab | 
' Hig is This — 
e mo the ing el g re it. 
the Mout the CAS! Melting “whe 
=F throudn® cated bY Limit, imit., 
ity ead petw een ond ihe ust be e 
. 
dity. read m 
4 the highest fu) This h the 
ts e. reac 
Cit to eZ \d to 
here it permit : mould 
tO the . 
ide enough | terstices of 
zing ead in further 
free ample spr hich are m- 
eco 
these Jele ing the go ures. e | 
: fe) per-heatin Temperat n- 
ded Crit of t nq Jelenk 
men instance tin 
4 1S} 
g Char nko Golds | 
tistry th 
Justify Human Mout 
lenko olds «Good for 
Je thing is 
t No 
| 
DENTAL MEETING ss 
ates 
| 


ADVERTISING INDEX 


0 M A N 


Austenal Laboratories, Inc. .....470 


Bosworth Co., Harry J. ....... 519 
Bristol-Myers Co. .........499-50] 


CEPACOL 


Brand of Alkaline Germicidal Solution 


Castle Co., Wilmot ........... 520 
Columbia Dentoform Corp. .... 502 
Columbus Dental Mfg. Co. .... 473 
Cook-Waite Laboratories, Inc. . 503 
Corega Chemical Co. ........ 472 


The antiseptic aco 4 of this unique oral solu- 
tion is derived from the powerful non-mercurial 
germicide, Ceepryn (brand of 


chloride), a new development of Merrell Research Dentists’ Supply Co., The . .4th cove 
which, according to standard laboratory tests, has 
approximately 700 times the germicidal strength of phenol. 


«CLINICAL PERFORMANCE... 


RAPID GERMICIDAL ACTION—Cépacol (containing Ceepryn Fink-Roselieve Co., Inc. ....... 519 
1:4000) has been proved capable of killing pathogenic bacteria 
common to the mouth and throat in less than 15 seconds after 


contact. General Electric X-Ray Corp. .. 496 


PROLONGED EFFECT—Tested in the mouth, Cépacol has been 
found to have a bacterial effectiveness of 90%, after 3 hours. 


GREATER PENETRATION —The exceptionally low surface Ideal Tooth Inc. ...........Insert 
tension of Cépacol (34 dynes per sq. cm.) permits penetration 
into recesses and folds of mucosa not reached by other solutions. Interstate Dental Co., Inc. ..... 513 
A Dentifrice with a Its foaming detergent action liquefies stringy saliva and cleanses 
Research Background the mouth. 
DETOXOL . Jelenko & Co., Inc., J. F. ..514-515 
PLEASANT TASTE—When used as oral rinse or spray, Cépacol 
Brand has a delightful, refreshing flavor that appeals to your patients. Johnson & Johnson .......... 476 
TOOTH PASTE 
TOOTH POWDER Cépacol is available at prescription Justi & Son, Inc., H. D. ....... 471 
Ethically Promoted to pharmacies in .pints and gallons. 
the Dental Profession 
ONLY Konformax Laboratories, Inc. .... 


Trade Marks ‘*‘Cépacol,”’ 
*“Ceepryn’’and Detoxol” 
U.S. McKesson Appliance Co. ...... 498 
Merrell Co., William S. ....... 516 


Smith & Son Mfg. Co., Lee S. . 516 
Squibb & Sons, E. R. ......... 497 


yee SMITH CERTIFIED IMPRESSION COMPOUND 


INSURES BETTER IMPRESSIONS 


Universal Dental Co. .....2nd cover 
. Lee Smith Certified Compound is an all-purpose 
impression material highly efficient in general 
prosthetic work and a variety of other techniques. It Vernon-Benshoff Sere 474-475 
requires less kneading to give you smoother texture 


for greater detail and its flaming and trimming 
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_ qualities are unsurpassed. Your choice of con- Weco Products Co. ........... 517 

4 ient shaped cakes, /2 pound to the box . . . 
stick Wernet Dental Mfg. Co. ....... 506 


Wilmot Castle Co. ........... 520 


LEE "SMITH & SON MFG. COMPANY 


7325 PENN AVENUE, PITTSBURGH 8, PENNA. 
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